Episiotomy is a surgical cut of the perineum performed in the second stage of labor in order to widen the vaginal opening and thus facilitate the birth of an infant. Despite current recommendations against the routine use of episiotomy, it is one of the most commonly performed surgical interventions during childbirth. This retrospective study explores the number of episiotomies performed in Slovenian maternity hospitals and the differences in episiotomy rates in relation to parity. Data were obtained from the Slovenian National Perinatal Information System and pooled for 2013. A causal and non-experimental method of empirical research was used. The results of the study show that episiotomy rates vary widely across Slovenian maternity hospitals, ranging from 2.5% to 51.7%. Moreover, the majority of Slovenian maternity hospitals exceed the recommended rate, with an overall incidence of episiotomy as high as 31.3%. Further research is recommended to obtain relevant information from women as well as from midwives and to draw new, evidence-based conclusions related to the maternal benefits and adverse effects of episiotomy.
INTRODUCTION
A frequent cause of maternal morbidity related to childbirth is perineal trauma (Euro-Peristat, 2010) . The majority of women who have a vaginal birth will sustain perineal trauma from a spontaneous perineal tear or episiotomy, or both (Royal College of Midwives, 2012) . Episiotomy is defined as a deliberate incision made through the perineal body to enlarge the vaginal orifice during the second stage of labor to enable easier and faster expulsion of the presenting part of the fetus (Jovanovic et al., 2011) . According to the European Perinatal Health Report (Euro Peristat, 2010) and Lurie et al. (2013) , episiotomy is still one of the most frequent surgical interventions performed during childbirth, despite a lack of evidence supporting the maternal benefits traditionally ascribed to the procedure. There are great variations in episiotomy rates among European countries (Euro Peristat, 2010) . In some Eastern European countries, these rates are estimated to reach as high as 99% (Thakar & Sultan, 2010) .
LITERATURE REVIEW
Episiotomy was introduced in the practice of midwifery and obstetrics in the middle of the 18th century, without strong scientific evidence of its benefits (Lede et al., 1996) . The wide use of episiotomy in the early 20th century was concurrent with the move of births from home to hospital and a greater involvement of obstetricians in maternal care (Jovanovic et al., 2011) . Gradually, episiotomy became a routine procedure in several countries, despite strong evidence questioning its usefulness (Jovanovic et al., 2011) . During 1995-2003 the number of episiotomies was still high in many European countries. For example, in Spain, in 1995, the rate of episiotomies was around 87%. In 2002, episiotomy rates exceeded 40% in Germany, France, and Switzerland (Graham et al., 2005) . According to Jovanovic et al. (2011) , the main aim of episiotomy is the prevention of severe perineal trauma that can lead to anal sphincter injuries. Steen and Roberts (2011) recommend that episiotomy should only be practised when fetal distress is indicated. Extensive research regarding the use of episiotomy in the last two decades led to the development of accepted evidence-based recommendations (Hartmann et al., 2005; Carroli & Mignini, 2009; World Health Organization, 2015) . These recommendations clearly indicate that routine episiotomy does not prevent perineal lacerations and may present a major risk factor for severe perineal trauma, including third and fourth degree perineal tears (Carroli & Mignini, 2009; Wu et al., 2013) . Therefore, the use of restrictive episiotomy is recommended (Thakar & Sultan, 2010; National Institute for Health and Care Excellence, 2014, Dahlen et al., 2015) .
A variety of episiotomy techniques have been described in the literature (Thakar & Sultan, 2010; Kalis et al., 2012) . Mediolateral and midline episiotomies are most frequently used by midwives (Steen, 2012; Fodstad et al., 2013) . The advantages and disadvantages of these types of episiotomy are listed in Table 1 . Laine et al. (2013) emphasize the importance of optimal decision-making in choosing the type of episiotomy. Moreover, selective use of mediolateral episiotomy is recommended only where indicated (Royal College of Obstetricians and Gynaecologists, 2015) .
There are also differences in the choice of surgical instrument used to perform an episiotomy. Gould (2007) suggests the use of a scalpel or surgical scissors. Steen (2010) claims that the use of a scalpel enables better wound healing, but increases the possibility of injury toward the presenting fetal part. The use of surgical scissors, on the other hand, reduces the possibility of causing injury and enables better hemostasis (Steen, 2010) .
The timing of an episiotomy is another important, often underestimated aspect. According to Jovanovic et al. (2011) , the best time to perform an episiotomy is when the presenting part of the fetus starts crowning and remains visible during a contraction. An episiotomy performed close to the time of delivery will prevent excessive hemorrhage. However, late episiotomy has a less protective effect on the perineum as simultaneous perineal ruptures may occur (Allen & Hanson, 2005; Gould, 2007) . Episiotomy may result in some level of psychophysical maternal morbidity, including perineal pain and dyspareunia (Mazza, 2011) . Andrews et al. (2008) reported that perineal pain and superficial dyspareunia were more often observed in women who received an episiotomy than in women who experienced a second-degree perineal tear. In addition, perineal pain as a symptom of episiotomy may lead to sleeping disorders (Boyle, 2006) and postpartum depression (Watanatitan et al., 2009) . Episiotomy can cause an infection (Boyle, 2006) and urinary or even fecal incontinence (Baghestan et al., 2010) . The results of previous research show that midline episiotomy increases the risk of obstetric anal sphincter injuries, while restrictive use of mediolateral episiotomy may prevent such injuries (American Congress of Obstetricians-Gynecologists, 2006; Laine et al., 2008) . However, prophylactic use should not be practiced, as mediolateral episiotomy is also a risk factor for obstetric anal sphincter injuries (Steiner et al., 2012) .
Despite recent evidence that only restrictive episiotomy should be practised (Carroli & Mignini, 2009) , episiotomy is still in widespread use in some European countries, such as Cyprus, Czech Republic, Poland, Portugal, Romania, and Spain, where the episiotomy rates in 2010 exceeded 40% of all vaginal births (Euro Peristat, 2010) . Although some authors claim that the optimal rates of episiotomy remain unknown (da Silva et al., 2012) , the World Health Organization (2015) proposes a rate of around 10%.
Slovenian background
According to the Statistical Office of the Republic of Slovenia (2015), there were 21, 165 live births in Slovenia in 2014. In Slovenia, most women give birth in one of the 14 maternity hospitals in the country. Two of these (Ljubljana and Maribor) are tertiary-level hospitals and manage complicated pregnancies and births from all over the country. Other maternity hospitals are smaller and provide only secondarylevel health care. All maternity hospitals are obstetric-led, with no independent midwifery-led units. There is also a lack of continuity in midwifery care (Zakšek et al., 2011; Zakšek et al., 2012) . Antenatal care is routinely provided by obstetricians. Midwives in maternity wards conduct spontaneous deliveries of healthy women with low-risk pregnancies, but an obstetrician is present at most of the births, anticipating and managing any complications that may arise during labor. Women rarely have a home birth, as this practice is not yet legally regulated. In terms of education, the midwifery study program is designed to facilitate student learning and skill development in evidence-based practice. This also includes the use of evidence-based interventions for perineal protection, such as antenatal perineal massage (Beckmann & Stock, 2013) and the use of warm compresses during labor (Dahlen, 2012) . However, the integration of research findings into practice still presents some difficulties (Mivšek, 2015; Mivšek et al., 2016) . Midwifery practice often includes a range of obstetric interventions (Wagner, 2007; Mivšek, 2007) . Midwives, as health professionals, are expected to perform an episiotomy in the second stage of labor if required. However, the vast majority of midwives do not suture, thus perineal repair is performed by an obstetrician. Mivšek (2007) explored the episiotomy rates in Slovenia in 2007 using a sample of 500 women and revealed a very high incidence of episiotomy (54.1%). These results provided a strong rationale for further research of current episiotomy rates in Slovenia. As shown in the literature review, episiotomy rates differ among countries. Therefore, we reviewed relevant 
Mediolateral
In comparison to midline episiotomy it has a protective effect towards third and fourth degree perineal ruptures (Thakar & Sultan, 2010) .
The incision can cause harm to the levator ani muscle; therefore a decrease in pelvic floor strength and dyspareunia can occur (Steen, 2012) . Healing causes more pain, which lasts longer and is intense during sexual intercourse (National Institute for Health and Care Excellence, 2014).
Midline or median
Minor hemorrhage, better wound healing, enables better suturing, causes less pain and enables earlier resumption of sexual intercourse (Fenner et al., 2003) . articles regarding the episiotomy rates in order to identify existing evidence-based knowledge and the possible "theorypractice gap" in Slovenia. We determined the current episiotomy rates in Slovenia, and examined the possible differences between birth hospitals and women's parity.
STUDY AIM
The study was conducted to determine episiotomy rates in Slovenian maternity hospitals in relation to the parity of women. 
METHODS

Study design
Sample description
This population-based, retrospective cohort study included 10, 296 full term vaginal births in Slovenia in 2013. The data obtained from the National Perinatal Information System included all Slovenian maternity hospitals: Brežice, Celje, Izola, Jesenice, Kranj, Ljubljana, Maribor, Murska Sobota, Nova Gorica, Novo Mesto, Postojna, Ptuj, Slovenj Gradec, and Trbovlje. The perinatal data and results included information about the episiotomy rates and parity of women who had full-term pregnancy and a normal vaginal birth (inclusion criteria). Women who had instrumental vaginal birth, such as vacuum extraction or cesarean section, were excluded from the study.
Statistical analysis
The statistical procedures employed included the frequency distribution (f, f %) of attributive variables, the basic descriptive statistics of numerical variables, rates of mean values (median and arithmetic mean), and a Chi-square test of hypothesis independence. Kullback's 2Î-test was used when the conditions for the Chi-square test were not satisfied. The differences between variables were considered statistically significant when the P value was < 0.05. Results are presented in tabular format and bar charts. The validity of the research instrument was improved by expert examination of the perinatal data and results. Experts familiar with the theoretical background of the study and the methodological approaches evaluated the explicitness, distinctiveness, and exhaustiveness of the developed categories and aims of the research instrument (Polit & Beck, 2004) . Objectivity was assured by providing unified instructions to all maternity hospitals before conducting the research. The study was performed in 2015 and 2016. The data were processed using SPSS version 20.0 (IBM Corp., Armonk, NY, USA).
RESULTS
The episiotomy rates and parity of 10, 296 women who gave birth vaginally at term in Slovenia in 2013 are shown in Tables 2  and 3 . The overall number of births in Slovenia in 2013 was 20, 634, 19, 215 of which occurred at term. There were 3, 597 cesarean sections and 537 vacuum deliveries. Table 2 and Figure 1 present the episiotomy rates for vaginal births at term, excluding instrumental births, such as vacuum extraction or caesarean section, in all 14 Slovenian maternity hospitals. There is great variation in the rate of episiotomy use in Slovenian maternity hospitals, ranging from 2.5% (maternity hospital in Jesenice) to 51.7% (maternity hospital in Ptuj). The incidence of episiotomy in six maternity hospitals (Jesenice, Kranj, Ljubljana Murska Sobota, Postojna, and Slovenj Gradec) was less than 30%. The arithmetic mean of episiotomy rates for vaginal births in Slovenia was 32.96% and the median was 31.1.
As shown in Table 3 and Figure 2 , episiotomy incidence is much higher in primiparous women (f = 3338; f(%) = 47.4%, respectively) than in multiparaous (f = 1359; f[%] = 17.1%, respectively). The arithmetic mean of the two categories was 32.2%. Statistically significant differences in episiotomy rates according to parity were recorded and calculated, as shown in Table 4 (χ 2 = 1.589, df = 1, sig. = 0.000). The rates were calculated according to the frequency distribution data of episiotomy rates in Table 3 . 
DISCUSSION
Great variations in episiotomy rates were observed in individual maternity hospitals in Slovenia: the lowest episiotomy rate in 2013 was in a maternity hospital Jesenice (2.5%) and the highest in a maternity hospital in Ptuj (51.7%). The episiotomy rates in the remaining maternity hospitals ranged from 24.6% to 50%. Only one maternity hospital in Slovenia performed episiotomy in less than 10% of cases, as recommended by World Health Organization guidelines (2015). Lede et al. (1996) claim that episiotomy rates above 30% are not justified. Our study results show that in eight Slovenian maternity hospitals, the percentage of women who delivered vaginally and had an episiotomy was over 30%. Furthermore, the overall incidence of episiotomy in all Slovenian maternity hospitals (31.3%) exceeds the recommended episiotomy rate. The reported routine use of episiotomy contrasts with that recommended by Dahlen et al. (2015) who emphasized that the use of episiotomy is justifiable only when indicated. Despite evidence that the procedure is only rarely necessary, the research findings indicate that episiotomy is still a common practice in some Slovenian maternity hospitals. Only one maternity hospital in Slovenia achieved the optimal World Health Organization (2015) recommended rate of episiotomy of 10%. Other maternity hospitals should strive toward a reduction in the overall rate of episiotomy by referring to the procedure only when there are clear maternal or fetal indications (i.e. restrictive or selective use).
According to European Perinatal Health Reports (2008, 2010) , the percentage of women who had a vaginal birth and underwent episiotomy in Slovenia decreased from 51.0% in 2004 to 36.1% in 2010. This finding is consistent with an observational study performed by Mivšek (2007) , which discussed the results of a 2004 Slovenian national research project on women's satisfaction with intrapartum care. The research included a sample of approximately 500 women, out of which 264 (54.1%) underwent an episiotomy during childbirth. Although episiotomy rates in Slovenia remain above the recommended levels, the number of women who received an episiotomy during their labor has declined in the last few years in countries such as Denmark, Estonia, Finland, Germany, Latvia, Malta, and Norway (Euro Peristat, 2008, 2010) . The study confirmed the prevalence of episiotomy in childbirths of primiparous women. It can be concluded that primiparity is a risk factor for performing an episiotomy, as confirmed by previous studies (Ogunyemi et al., 2006; Braga et al., 2014) . Apart from primiparity, several other risk factors have been reported in the literature, including birth assisted by a physician (Braga et al., 2014) , and the age of the assisting midwife (Wu et al., 2013) . According to Wu et al. (2013) , the performance of routine episiotomy in primiparas may relate to past midwife training, when midwives were required to perform a routine episiotomy while supporting women in their first labor. An important risk factor for episiotomy is also an instrumental/surgical birth (Braga et al., 2014) . For this reason, instrumental births were excluded from this study. As the current study is based only on data from the national information system, our results are not conclusive. Although specific information about the type of health professionals performing the episiotomy was not available, the authors' observations confirm that midwives usually perform episiotomies. Data regarding the age of midwives who performed episiotomy would be valuable as well as when they had undertaken their midwifery training; however, these characteristics are not recorded. The data available for this study was pooled from Slovenian birth hospitals, and did not include other locations, such as home births or birth centers. According to Smith et al. (2013) the incidence of perineal trauma is higher in birth hospitals in comparison to birth centers or home births. Moreover, the authors support Dahlen's (2012) suggestion, indicating that future research should include impact of models of care on perineal trauma during childbirth.
Study limitations
The authors of this paper are aware of the study limitations. The study was based on data from the National Perinatal Information System; therefore, it was not possible to identify and extract some detailed information, including profiles of the health professionals who performed the episiotomies. Information on the numbers of episiotomies in relation to women's parity for each individual birth hospital was also not available. Moreover, this study could not establish whether any techniques for reducing perineal trauma were used, such as antenatal perineal massage. Further studies on the topic taking these variables into consideration are therefore recommended to help prevent the routine use of episiotomy.
Implications for practice and education
The overall incidence of episiotomy in Slovenia (31.3%) is higher than recommended, resulting in much higher rates of perineal trauma among women during the postpartum period. For this reason, health professionals performing episiotomies should be aware of the long-term maternal consequences and follow evidence-based recommendations to limit the liberal and routine use of episiotomy. According to a review of the relevant literature, routine episiotomy should be avoided. The results of this study have important implications for the development of national evidence-based guidelines, such as National Institute for Health and Care Excellence (2014) recommendations. Continuous education for qualified midwives is required along with their commitment to transfer the acquired knowledge into practice. Despite the fact that perineal repair in Slovenia is predominantly the responsibility of an obstetrician, it seems reasonable to train midwives in perineal management techniques for the second stage of labor, together with perineal trauma assessment and repair. If midwives were required to suture the episiotomy wound themselves they may reconsider the long-accepted rationale for the procedure. Further quantitative research exploring episiotomy rates in individual maternity hospitals in Slovenia and nationwide is necessary to allow comparison of episiotomy prevalence. More qualitative research needs to be undertaken to obtain the midwives' and obstetricians' rationale and perceptions of performing episiotomy.
CONCLUSION
This study focused on the incidence of episiotomy in relation to parity in Slovenian maternity hospitals. The results obtained from the Slovenian National Perinatal Information System for 2013 indicate that the rates of episiotomy vary from 2.5% to 51.7% in different maternity hospitals. A vast majority of maternity hospitals in Slovenia exceed the recommended rate (10%), and only one maternity hospital achieved the optimal rate. Although episiotomy rates remain high in most Slovenian maternity hospitals, incidence has declined in the past few years. The study revealed that primiparity is a significant risk factor for episiotomy. Midwives therefore need to be aware of their responsibility to prevent unnecessary episiotomy procedures and re-examine the benefits. They are advised to follow the evidence-based recommendations, which limit the use of episiotomy to strict indications. This research could serve as a base for future studies, focusing on midwives' rationale for conducting an episiotomy.
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